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Abstract 
Purpose – The purpose of this research is to explore nurses' perceptions of their 
current skills and knowledge and training needs to identify cases of child abuse and 
their understanding of their roles and responsibilities in relation to child abuse. 
Nurses, including health visitors and midwives, have been recognised as having a 
key role in the protection and care of children, especially in identifying and referring 
possible cases of child abuse and neglect. 
 
Design/methodology/approach – A structured questionnaire concerning 
knowledge and training needs in child protection was sent to all nurses employed in 
a Scottish NHS Primary Care Trust (approximately 1,900), of whom one-third (667) 
responded. These survey results were complemented by semi-structured interviews 
with 99 members of the nursing workforce. 
 
Findings – Almost all training in child protection had been confined to health visitors, 
resulting in the Trust giving an implicit message that child protection is not a role in 
which other nurses need have any involvement. In general, those nurses who both 
worked with children and had involvement in child protection issues, considered 
themselves to be most in need of knowledge around child protection work, to have 
the greatest level of knowledge and to consider further training a priority. 
 
Research limitations/implications – Nurses who had an interest or involvement in 
child protection work were more likely to participate in the research, which may have 
biased the results. 
 
Practical implications – Training strategies need to address the diversity of nurses' 
involvements in child protection work through the development of training 
programmes which are appropriate for different workplaces and different 
occupational groupings. Nurses in some settings will need to be first convinced they 
have the potential to play an important role in protecting children from abuse and 
neglect. 
 
Originality/value – Many NHS Trusts have in recent years introduced mandatory 
training in child protection for all staff in contact with children. However, previously 
published studies have considered training issues only in respect of nurses identified 
as working directly with children, whereas this study explores child protection issues 
for all nurses employed in a primary care NHS Trust. 
Introduction 
Role of nurses in child protection 
Health care workers, including nurses working in a wide range of settings, have been 
recognised as having a key role in the protection and care children in Scotland 
(Scottish Executive, 2000) and indeed across the UK (Department of Education and 
Skills, 2003, 2004; Department of Health, 2004). Health care workers involved in 
child protection range from clinical staff who are responsible for conducting specialist 
medical or forensic investigations through to nurses working in the community in 
positions such as school nurses, midwives and health visitors. While child abuse 
work may constitute one of many responsibilities, nurses are often the first 
professionals to identify children who have been or are at significant risk of (Gilardi, 
1991). However, the potential for nurses to fulfil this role in many settings is 
hampered by a perceived lack of training around child protection (Department of 
Health, 2004). 
Child protection training for all health professionals 
Reports of inquiries into child deaths and subsequent policy papers have highlighted 
the need for adequate training of health professionals in identification, assessment 
and intervention in child protection work (Department of Education and Skills, 2003, 
2004; Hammond, 2001; Laming, 2003; Scottish Executive, 2002). In his inquiry into 
the death of Victoria Climbie, Laming (2003) recommended that all general practice 
staff and all those working in primary health cares services in regular contact with 
children, should receive training in child protection. Similarly, Hammond (2001) 
recommended that ongoing training, including interagency training, in child protection 
is required, for all health professionals. This suggests that training is required not 
only by those professionals such as health visitors whose remit is to work with cases 
of child abuse, but by all health staff who interact on a daily basis with the general 
public. 
The necessity for qualifying and post qualifying training in child protection is also a 
common recommendation from research which examines the role of all health 
professionals in child protection. For example, Lupton et al. (2000) found that lack of 
child protection training was mentioned as a primary reason for health professionals 
failing to engage in collaborative work. Whilst most nurses in Lupton et al.'s study 
had received training by the National Society for the Prevention of Cruelty to 
Children (NSPCC), other staff had no access to training. The report recommended 
that all health staff should undertake training in this field: 
All health staff who have contact with children and young families should receive 
child protection training. Training packages should be designed with the aim of 
developing improved standards for the prompt identification of all types of child 
abuse as well as greater understanding of recent legislation and an appreciation of 
the medico- legal implications of involvement in the child protection process. Training 
should also enhance understanding of thresholds for intervention, local referral 
processes, appreciation of roles of other agencies and the means of communicating 
with them as well as confidence in child protection work. (Lupton et al., 2000, p. 
145). However, Lupton et al. (2000, p. 146) argued that a differential approach to 
training is required and that „the content of training should be “assessed against the 
exposure of different health professionals to child protection issues”. 
The findings from inquiries and research suggest that in order to provide an effective 
child protection service, primary care workers need both the skills and knowledge to 
identify cases of child abuse and to know their roles and responsibilities, as well as 
how to liase with other agencies involved in child protection including social work 
services, police and the legal system. While there may be some skills and 
knowledge about child protection which are needed by all health workers, training 
needs in child protection may vary according to their employment setting. However, 
while acknowledging the wider child protection training needs in the health 
professional community, this paper focuses on nurses employed in a primary care 
NHS Trust, the majority of whom are in community nursing posts. 
Qualifying and post-qualifying training in child protection for community 
nurses 
The training needs of already qualified nurses in the field of child protection have 
been identified by a number of authors across the UK (Theobald, 2000; Powell, 
1997) and internationally, for example Johnstone (1999) and Zechetmayr and 
Swabey (1999). Theobald (2000) identified that current training provided is minimal 
and suggests that mandatory qualifying training is required to assist nurses in the 
identification, assessment and referral procedures in child protection. Powell (1997) 
and Theobald (2000) have also argued that continuing education in child protection 
after registration is vital for children's nurses. 
Interagency training 
Various examples of interagency training are reported in the literature. The benefits 
of interagency training for nurses were extolled by Stanley et al. (1998) who argued 
that inter-professional training in child protection should be introduced at qualifying 
level under the auspices of Area Child Protection Committees (ACPCs). The authors 
described a successful example of joint training of student social workers and health 
visitors. They noted that concern has been expressed that interdisciplinary training at 
qualifying level may be difficult as students are still developing a professional identity 
at this stage. However, they found no evidence of these difficulties in their training 
course. Cameron et al. (1998) described the development of a programme which 
training for new trainers in child protection and Horwath and Glennie (1999) outlined 
the development of independent collaborative training partnerships in England and 
Wales which provide models of training and support and supervision focussing on 
interagency trainers. 
Horwath (2001) argued that any training which takes place in the constantly 
developing Social Service Departments and the NHS requires supervisors and 
managers to develop strategies to introduce innovations to the workforce. She 
suggested that the governmental modernisation of health and social services 
demands a training response which prepares and aids workers to change. Horwath 
made specific reference to the design and delivery for the Framework for 
assessment of children in need and their families (Department of Health, Department 
for Education and Employment and the Home Office, 2000), and offered a model of 
training and staff development. 
Ongoing policy development 
There have been policy developments in the UK, which have taken place after the 
completion of the research reported in this paper, which address the concerns 
highlighted in the literature summarised above. The Royal College of Nursing (2003) 
has produced guidelines with regard to the extent and level of training required by 
nurses in child protection. With regard to qualifying training, the report suggested 
that there should be specific training for qualifying nurses and midwifes in child 
protection led by an identified university lecturer. As far as general clinical and 
community practice is concerned, the report recommended that three levels of 
training of health staff is required. Level one would be aimed at all staff including 
ancillary and office workers in the identification of abuse and the process of child 
protection. Training aimed at those staff who are in contact with children, through, for 
example outpatient appointments, would be required to undertake a more 
specialised training at a second level. Finally, nurses, midwifes and Accident an 
Emergency staff who are directly involved in child protection would receive specialist 
training. 
In 2004 the importance of training was highlighted in the review of the role of 
midwifery and health visiting in the provision by the Chief Nursing Officer for the 
Department of Health (Department of Health, 2004). The necessity to develop core 
competences in identifying and supporting vulnerable families across the workforce, 
through training programmes in child protection was acknowledged. Specialist 
training for school nurses and health visitors was recommended, alongside regular 
multi-disciplinary training for nurses, midwives and heath visitors regularly involved in 
child protection work. 
Aims of this paper 
At a time when it is increasingly being acknowledged that nurses need training in 
child protection, it is important to consider not just expert considerations as to what 
knowledge nurses require (e.g. Department of Health, 2004), but to understand what 
knowledge around child protection issues that nurses consider essential for their 
work, and where they perceive deficits of knowledge. Hence, this paper explores 
nurses‟ perceptions of their current skills and knowledge and training needs to 
identify cases of child abuse and their understanding of their roles and 
responsibilities in relation to child abuse. Unlike previous research which has tended 
to focus on nurses whom have been identified as most likely to be working with 
children, such as health visitors and school nurses, this study sought to involve 
nurses from all areas of the work of a primary care NHS Trust in Scotland. The 
findings presented here are part of a larger study commissioned by the Trust to 
examine the issues of training, support and supervision of its nursing staff involved in 




A multi-method approach was adopted. This involved sending questionnaires to 
nurses across the Trust to ascertain their involvement in child protection work and 
their understanding of their training needs. However in order to gain greater insight 
as to how nurses and other key stakeholders understand the child protection role, a 
series of in-depth interviews were also conducted. The use of these contrasting 
methods allows for the deficiencies of individual methods to be minimised, and 
where triangulation results in similar findings, a high level of validity has been 
suggested (Minichiello et al., 1995; Sarantakos, 1993). 
Survey of Trust nurses 
The survey instrument was developed primarily to identify current levels of 
knowledge and the perceived training needs of respondents for child protection work. 
A list of topics for which knowledge may be required by nurses was developed after 
scrutinising the programme documentation (Glasgow Child Protection Committee, 
2001; Scottish Executive, 2000), and discussion with members of the project's 
steering group. The 34 key items for knowledge identified in this process covered the 
following areas: 
 legal and ethical framework for child protection; 
 risk assessment and identification of child protection cases; 
 working with families; 
 child protection within the Primary Care NHS Trust; and 
 inter-agency work. 
For each item of knowledge, respondents were asked to rate the necessity of this 
knowledge in their current position (essential, desirable, somewhat useful, not 
required), their current level of knowledge (high, medium, low, none) and the extent 
to which further training was a priority for them (essential, desirable, somewhat 
useful, not required). 
In addition to identifying training needs, the survey instrument sought to ascertain the 
extent of respondents' involvement in child protection issues, access to support and 
clinical supervision for child protection work, and previous child protection training. 
Copies of the survey, each of which was bundled with an information sheet, a letter 
from the Trust's Director of Nursing endorsing the survey, and a return envelope, 
were distributed during January and February 2002 by the Trust's child protection 
advisor to her contacts all Trust programmes known to her in which nurses were 
employed. Some of these programmes had no child clients per se, but included 
clients who direct responsibility for, or were domiciled with, children. Approximately 
1,900 survey forms were distributed to these key contacts, with slightly more forms 
distributed to contacts than the number of nurses who had been estimated were 
working in these locations, so as to ensure sufficient survey forms were available. 
The invitation to participate noted that participation in the study was voluntary and 
anonymous, that responses were sought irrespective of any prior involvement in 
child protection work, and that completion of the survey forms would take about 15 
minutes. Those who completed the survey were invited to send it back to the Trust's 
Research and Development Directorate in the addressed return envelope. 
A total of 667 completed survey forms were returned from nurses in the Trust. It is 
estimated that this represents approximately one-third of all nurses employed by the 
Trust at the time of the study. Those who responded included 158 health visitors, 
155 district nurses, 113 hospital-based nurses, 90 mental health nurses, 71 practice 
nurses, and 74 from a range of other positions. Six respondents did not indicate their 
position. More than two-thirds of survey respondents have worked in their current 
positions, or in posts of a similar kind to their current positions for more than five 
years (less than 1 year = 10.7 percent, 1-4 years = 20.3 percent, 5-9 years = 17.7 
percent, 10-14 years = 20.1 percent, 15-19 years = 15.1 percent, 20 or more = 16.5 
percent). Just under half (43.1 percent) of respondents reported working directly with 
children. 
Informant interviews 
In conjunction with members of the project's steering committee, a purposive sample 
of key informants was identified in order to gain more in-depth insights into the 
questions of how nurses are involved in child protection work, their access to 
supports and supervision in relation to this work, and perceived training needs. 
Interviews were then sought with either individuals or groups of nurses in identified 
categories, depending on availability. 
A total of 24 interviews were conducted with individuals and groups ranging in size 
from two to 10 between January and April 2002. The 99 interviewees included 
nurses at all levels in the trust, from senior nursing managers to staff in frontline 
service delivery. One-third (36) of participants were health visitors. A new 
occupational group of Public Health Practitioners was introduced just prior to the 
interviews. Sixteen interviewees were recruits to these positions and, although their 
roles were still evolving, they contrasted to those of health visitors in that their work 
was primarily community-focused rather than case-based. While public health 
practitioner posts were managed by the trust's nursing division, and some 
incumbents had previously been employed as health visitors, some were trained in 
health professions other than nursing. However, as they were interviewed in groups, 
it was not possible to separate out those respondents who were trained nurses, and 
within the Trust they were considered to be part of the nursing workforce. Interviews 
were also conducted with nurses who worked in: community mental health settings 
(14); the field of substance misuse (11); district nursing (providing home-based care) 
(6); a family planning and sexual health clinic (5); and the speciality of learning 
disabilities (1). A further eight interviewees were senior managers in the trust's 
nursing division, and two others were practice development nurses, employed to 
provide training and support to other nurses in their local region. 
Interviews were semi-structured and ranged from 20 minutes to over two hours but 
were typically 30 to 45 minutes long. We conducted all the interviews ourselves. In 
this context, it is relevant to note that we are social work academics, one of whom 
(PGL) has extensive experience as a social worker in the field of child protection, 
and the other of whom (BC) has had limited experience of child protection practice, 
but has previously been involved in research into issues of child abuse. We each 
conducted approximately half the interviews, and only one of us was present at each 
interview. 
A decision was made in conjunction with the project reference group not to tape-
record interviews. Instead, we took very detailed notes and, as far as possible, took 
down comments verbatim. As a consequence of using this approach, some „quotes‟ 
presented in this paper paraphrase the wording used by respondents; nevertheless, 
they reflect the sentiments and language used. 
The reconstructed records of interview were subjected to thematic analysis 
(Kellehear, 1993) to identify the range of responses in relation to each of the key 
areas covered by the questionnaire. This is a technique which does not depend on 
the presence of a priori categories for the coding of semi-structured data and an 
inductive approach enables researchers examine their data in order to identify and 
explore themes. It seeks to establish the range of data pertaining to particular topics 
and does not privilege the viewpoints of a majority of participants. Hence, the 
concerns or viewpoints of all interviewees are given credence. In our study, we both 
read the detailed notes produced from all the interviews and discussed what seemed 
to be the emerging themes. BC then wrote a first draft of the findings, and we 
discussed this and made alterations until we reached consensus about the meaning 
of the data. 
Prior to the commencement of the interview, respondents completed a consent form, 
which reiterated the fact that their involvement was voluntary, that no data would be 
released to the Trust which would enable their identification, that the interview was 
about child protection and what consenting to participate in the study would involve. 
Findings 
As it is health visitors who in general have the most extensive and ongoing 
involvements in child protection work, the Trust has tended to concentrate its child 
protection training efforts on this group of nurses. Thus the survey findings that 92.7 
percent of health visitors had attended at least one of the Trust's child protection 
training events, with a further 3.3 percent anticipating doing so within the next few 
months, compared markedly with other nurses, 5.8 percent of whom had attended 
child protection training provided by the Trust, and 0.6 percent anticipating doing so 
in the near future. Almost all health visitors (92.2 percent) also reported having 
participated in other training for child protection such as the inter-agency training 
(76.6 percent), as part of gaining professional qualifications (42.2 percent) and/or 
from a previous employer (20.1 percent). Interestingly, almost one-fifth (18.4 
percent) of other nurses reported some child protection training from outside the 
Trust, with this most likely to be as part of one's professional training (10.7 percent), 
followed by that provided by previous employers (5.2 percent) and as part of the 
inter-agency arrangements in the city (4.8 percent). 
This concentration of training efforts is reflected by the survey results indicating 
significantly higher levels of knowledge among health visitors than other nurses for 
all knowledge items listed in Table I. 
Concentrating only on health visitors however seems to have resulted in the Trust 
giving an implicit message that child protection is not a role which other nurses need 
have any involvement in. As one interviewee noted: 
Training is about making staff feel adequate but it also assists with role legitimacy. If 
senior management don't legitimise it as a nurse's job, nurses won't go there. 
Analysis of the survey data reflected the perceived need for different levels of 
knowledge and training around child protection. In general, those nurses who both 
worked with children and had involvement in child protection issues considered 
themselves to be most in need of knowledge around child protection work, to have 
the greatest level of knowledge and to consider further training a priority. In contrast, 
those who neither worked with children nor had child protection issues arise in their 
work, tended to have low levels of knowledge and not consider further training a high 
priority. In between these two groups were nurses who worked directly with children 
but did not have child protection involvement, and nurses who had child protection 
involvement although they did not work directly with children. Survey data indicating 
the percentages of nurses feeling that particular knowledge was essential or 
desirable are reported in Table II. 
The training issues which were identified by respondents in the interviews covered 
the same sorts of issues which we canvassed the survey respondents about, i.e. 
around identification of abuse, working with families, Trust and inter-agency 
procedures, and legal issues. Notwithstanding the fact that many of the Trust's 
nurses have had little or no training around child protection, many of those 
interviewed felt that very basic training in child protection (e.g. key signs of abuse, 
and who to refer suspicions of abuse to) was required by all health workers with 
client contact including general practitioners, allied health staff and receptionists. The 
need for line managers to have some understanding of child protection issues was 
also considered crucial for some respondents: 
Management also need child protection training as at the moment they are often the 
first port of call. They are also managing staff. Some have no knowledge of child 
protection issues so can't support, advise or supervise. 
As to how widespread training could be provided but recognising budgetary 
considerations, one suggestion was for the development of learning materials which 
could be widely accessed once developed and which utilised innovations in 
information technology: 
We haven't used electronics in ways which have been used for other forms of 
training. Some interactive training packages are very good. There's a CD-rom 
around care for the elderly which is being used in Edinburgh. It involves case studies 
and a quiz and gives you feedback on your level of knowledge. It's basic knowledge 
testing but can just trigger thoughts. 
Several interviewees noted that both the type and level of knowledge which nurses 
require, and hence future training needs, will vary considerably depending on their 
job. Furthermore, given that there is not an unlimited budget for child protection 
training a targeted approach was considered necessary. As one senior manager 
commented: 
After every inquiry into child protection there is a recommendation that more training 
is required. This is fine but there are issues about the level and kind of training. 
Those staff like health visitors who are very involved in child protection would require 
a more in depth and sophisticated training. Other staff like practice nurses might 
require training at the level of identification and procedural requirements. So there 
should be different levels of training. There is a general view that no one has enough 
time and money to train as much as they would like. The training budget was cut 
back badly several years ago. It is a difficult area in which to get politically attractive 
funding and so it's difficult to get fresh resources to bear but it is getting better. 
Despite widespread participation in training, several health visitors noted difficulties 
in accessing the training from which they believed they would benefit: 
There are some training courses but they are very difficult to get on to. Places are 
limited. Sometimes it's easier to get on if you are a student. There is also the issue 
about trying to get a study day for something like child protection. Who does the 
work while you are getting trained. They may also want to go on the course. It's up to 
you to make individual arrangements rather than it being seen as a Trust 
responsibility to you and the client or patient. We have to pay for our training from a 
very limited training budget. 
The perspective of the nurses in management positions tended to be that health 
visitors were highly trained for their child protection work. As one Local Health Care 
Cooperative (LHCC) manager commented: 
I think that health visitors do have an understanding of the child protection 
requirements. Obviously this may vary according to areas and caseloads. There are 
some areas which have high child protection cases and others have none. They 
have an awareness of child protection issues, an ability to identify child abuse. I 
hope there are high standards regarding early identification and knowledge about 
what to do. 
Nevertheless, there was a widespread feeling that training in child protection for 
health visitors needs to be provided on an ongoing basis. Both the survey results 
and the interviews suggest that priorities for further training are primarily about 
increasing expertise and gaining specialist rather than basic knowledge for practice. 
In the main, what health visitors consider distinguishes their training needs for those 
of other nurses is the level of knowledge required: 
There should be general training for all staff in the location and then more specialist 
training for health visitors, particularly for ongoing work. 
Specific issues which some health visitors considered they would benefit from further 
training on included working with adult survivors of abuse (including mothers who 
have been sexually abused), Fabricated Induced Illness (previously known as 
Munchausen's Syndrome), working with children of drug users, asylum seekers, 
issues around ethnicity and language, and forensic issues. 
Further details about training priorities for different groups of nurses are provided in 
Table III. 
Discussion 
Despite policy pronouncements that all health workers, including nurses have a role 
to play in the protection of children (Department of Health et al., 2000; Scottish 
Executive, 2000), our findings suggest that, with the exception of health visitors, 
many nurses do not consider child protection to be part of their work (Crisp and 
Green Lister, 2004). Yet such findings are not surprising given organisational 
practices such as only proving training in child protection to health visitors has 
reinforced beliefs that child protection is only the province of health visitors, and that 
knowledge of child protection issues and practices is not considered necessary by 
many nurses in a primary care NHS trust. 
The extent to which the findings can be generalised to other nursing workforces must 
be considered and it is recognised that many other NHS Trusts may in fact have 
considerable achievements in developing and implementing child protection training 
to their nursing workforces. However, given the lack of published literature on these 
initiatives, it is hard to know the extent to which these findings apply beyond the 
Trust which commissioned this research. While it is estimated that the survey 
respondents comprised more than one-third of the Trust's total nursing staff, this 
samples are not necessarily representative of nurses across the Trust. Furthermore, 
there may have been some bias in sample identification as the identification of both 
survey and interview participants relied on the knowledge of the Trust's Child 
Protection Advisor and her contacts. Ideally, mailing of the questionnaire to all 
nursing staff by Human Resources may have overcome this limitation, but we were 
advised by Trust staff that this was not possible. Nor was it possible to obtain details 
of the exact numbers of nurses employed either in specific location or across the 
Trust overall. The sample of interview participants was also not necessarily 
representative, although the 99 interview participants comprised approximately 5 
percent of the nursing workforce. Potential respondents for this aspect of the 
research were specifically selected with the aim of obtaining a diversity of 
experiences and opinions in relation to child protection work. Although a range of 
respondents was sought in respect of both type of work and organisational position, 
there may be additional issues which a larger sample or more diverse sample would 
have identified. 
It is likely that study participants who had an interest or involvement in child 
protection work were more likely to return a questionnaire or agree to be interviewed. 
For example, a few requests for interviews were refused on the basis that those 
approached did not perceive that child protection was part of their remit. In some 
cases, refusals came from nurses who almost certainly had professional involvement 
with children (e.g. practice nurses), but who perceived child protection as the 
responsibility of health visitors. The absence of other groups of nurses who have 
considerable contacts with children, such as midwives, school nurses and nurses in 
paediatric wards of acute hospitals, reflects the fact that these services are provided 
by other NHS trusts in the city. Yet notwithstanding these limitations, findings such 
as higher levels of knowledge about risk indicators than about interagency 
arrangements, and a lower perceived relevance of child protection information by 
hospital nurses mirror the findings of other studies (Lupton et al., 2001). 
A further limitation of the research concerns the methodology for conducting the 
interviews. Participants were interviewed individually or in groups of various sizes, 
ranging up to 10 people. Thus participants who were interviewed by themselves or in 
small group has more opportunities to provide their own unique perspective on 
issues being discussed. On the other hand, some larger groups included individuals 
who were otherwise unlikely to have been interviewed. Within the larger groups, it 
was not uncommon for a range of opinions to presented on a particular issue, 
although it is possible that some participants preferred to remain silent than make 
known their dissenting views to colleague participants. Similarly, the decision to take 
extensive notes rather than record interviews makes it impossible to connect 
disparate viewpoints with particular participants in the group interviews. The level of 
analysis to which these interview records could be subjected was also limited. 
This study coincided with the introduction of Personal Development Plans (PDPs), a 
process in which it is envisaged that each year, nurses will identify their planning and 
training needs for the coming 12 months. These were seen as an important 
innovation by several interview respondents, but whether nurses will identify training 
in child protection as one of their training priorities in coming years, and whether 
such training could be provided if identified, are questions to which the answers are 
unknown. It is worth remembering that the expressions of need for training such as 
reflected in the survey findings or in PDPs may be quite unrelated to expert 
determinations of a need for knowledge (Bradshaw, 1972), such as have been 
defined by the Scottish Executive (2000) or the Royal College of Nursing (2003). 
While we recognise that recently qualified nurses are likely to have been exposed to 
some, or even extensive, input on child protection at university, the majority of 
participants in this study had been working in their current areas of work for more 
than ten years. Hence, it is unlikely that they would have had input on child 
protection issues in their initial nurse training. Furthermore, training strategies need 
to recognise the diversity of nurses' involvements in child protection work needs to 
be recognised through the development of training programmes which are 
appropriate for different workplaces and different occupational groupings. On the one 
hand, due to the fact that the key role that health visitors have in protecting children 
(Crisp and Green Lister, 2004), specialist training in child protection needs to be 
provided to all nurses in such positions, both as part of their induction and on an 
ongoing basis. On the other hand, nurses who do not work with children or in 
settings where children are present, need to be able to access information on child 
protection issues as required. 
Many nurses however have training needs which are somewhat in between. Apart 
from health visitors, many nurses work either directly with children or work in settings 
where children may be present (e.g. in private homes or in clinics where children 
accompany parents who are service users). This includes district nurses, community 
psychiatric nurses, and nurses working in the fields of learning disability and 
addiction. If they are to effectively contribute to the child protection agenda, they 
need at least some basic training about child protection, particularly around 
identifying children at risk and how they should respond to any cases of suspected or 
alleged abuse of children (D'Cruz, 2004). For new staff, participation in such training 
could become incorporated into their induction program, especially if an on-line 
training package is developed to provide basic knowledge about child protection 
issues. 
In conclusion, the training requirements of health care managers and other key 
health professionals who supervise nurses with a primary care NHS Trust, such as 
LHCC managers and General Practitioners is essential. This training might take the 
form envisaged by Laming (2003) of regular three-yearly training for general 
practitioners in the recognition of abuse and the procedures for multidisciplinary 
working. Training might also be required to assist managers to improve the 
supervision they offer nurses in respect of child protection work (Green Lister and 
Crisp, 2005). The challenge to provide adequate training to nurses who have 
identified a need for further knowledge about child protection issues is great, 
especially given a lack of consensus among most groups of nurses as to what 
training they require. 
An even greater challenge may be to engage with nurses who potentially have much 
contact with children, but who have yet to recognise their potential to contribute to 
the nation's child protection efforts. Apart from health visitors, the majority of nurses 
in a range of positions across the Trust, including those working in community-based 
positions such as district nursing and as practice nurses, did not recognise a need 
for knowledge about child protection issues in their current positions, and hence 
considered such training a relatively low priority. When faced with a range of 
competing demands in already busy workloads, such staff are unlikely to prioritise 
attendance at child protection training unless it is made mandatory. And when they 
do participate in training events, these may have limited impact if the organisers 
assume participants already recognise that they can play an important role in 
protecting society's vulnerable children against (further) abuse and neglect. 
Finally, to varying extents many of the issues raised in this paper have been 
addressed in recent developments in training strategies for nurses in child protection 
across the United Kingdom. However, maintaining momentum in both the provision 
of training by Trusts and levels of interest in ongoing child protection training by 
nurses, are likely to be a challenge, especially among nurses and managers whom 
consider this as being of marginal relevance only in their work. 
 
Table IPercentage of nurses who felt that their current level of knowledge was 
medium or high: type of knowledge by type of position held 
 
Table IIPercentage of nurses who felt that types of knowledge were desirable or 
essential in their current position: type of knowledge by type of position held 
 
Table IIIPercentage of nurses who felt that further training was desirable or 
essential: type of knowledge by type of position held 
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